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Abstract 
 
Recent epidemiological studies in Australia have found that adolescent mental health 
issues are an important public health problem (Sawyer et al., 2001). These problems 
are often manifested in the classroom. As many as one in five Australian children 
aged from 4 to 17 have significant mental health concerns (Zubrick, Silburn, Burton, 
& Blair, 2000). However, only one in four of these young people receive professional 
help (Sawyer et al., 2001). To assist in preventing these problems, schools in 
Australia have been trialling innovative strategies in mental health promotion, 
prevention and intervention such as the Gatehouse Project and MindMatters. When 
selected or indicated prevention strategies are employed there is a need for 
identification of those students either at-risk or who have mild symptoms of a 
disorder. This process needs to be efficient and effective, using multiple informants 
and multi-methods. This article reports on the process utilised by two Australian high 
schools that trialled an identification process for at-risk students for 
anxiety/depression using indicated prevention programs. The benefits of using 
teachers, support staff and student self-identification are discussed. 
 
Mental health issues  
 
Several recent surveys of Australian youth have found that a significant proportion of 
school age students have mental health problems (Sawyer et al., 2001; Zubrick et al., 
2000). The prevalence has been estimated to be 14% of children and adolescents 
aged from 4 to 17-years-old in Australia, distributed in all age and gender groups 
(Sawyer et al., 2001). However, these figures have been estimated to be as high as 
20-25% for adolescents from 12 to 17 years old (Zubrick et al., 2000). This is similar 
to international estimates (Verhulst & Koot, 1995) which range from 3 to 30% with an 
average prevalence rate for general psychiatric dysfunction of a little over 14% 
(Davis, Martin, Kosky, & O’Hanlon, 2000). Even with these high figures many authors 
believe that mental health problems in youth are still significantly underestimated 
(Newman et al., 1996; Zubrick et al., 2000). An equally alarming finding is that this 
prevalence rate is increasing (Prosser & McArdle, 1996). Furthermore, it appears that 
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mental health problems and disorders appear to be affecting people at younger ages 
than previously (Zubrick, Silburn, Vimpami, & Williams, 1999). These problems 
significantly affect young people’s quality of life and are often manifested in schools. 
 
Mental health problems not only have significant implications for school communities 
but also for society in general. Most mental health disorders, such as anxiety and 
depression, substance abuse and psychosis have their peak period of onset during 
adolescence (Davis et al., 2000). Research has shown that young people 
experiencing anxiety disorders have lower academic achievement (Ialongo, 
Edelsohn, Werthamer-Larsson, Crockett, & Kellam, 1995), peer relationship 
problems (Strauss, Frame, & Forehand, 1987) and impairments in general social 
competence (Messer & Beidel, 1994). Excessive school absenteeism and impaired 
peer relationships associated with anxiety lead to poor vocational adjustments 
(Hibbert, Fogelman, & Manor, 1990) and self-concept problems (Asher & Coie, 1990) 
as well as psychiatric disorders later in life (Kovacs & Devlin, 1998). Depression also 
affects young people in similar ways. Young people with depression exhibit impaired 
interpersonal relationships and academic problems (Birmaher et al.,   1996; Kessler 
& Walters, 1998; Owens, Slee, & Shute, 2000). An initial episode of depression is 
often a forerunner to future depressive episodes (Lewinsohn, Rohde, Klein, & 
Seeley, 1999; Rao, et al., 1995) and impairment in adult life (Pine, Cohen, Gurley, 
Brook, & Ma, 1998; Pine, Cohen, Cohen, & Brook, 1999; Reinherz, Giaconia, 
Carmola Hauf, Wasserman, & Silverman, 1999);it is also the single most prominent 
risk factor for adolescent suicide (Brent et al., 1993; Kutcher & Marton, 1996). 
Indeed, adolescents with more emotional and behavioural problems have reported 
substantially more suicidal ideation and behaviour (Sawyer et al., 2000) as well as 
smoking and drug and alcohol abuse. Thus adolescent mental health has been 
highlighted as a major social issue in the last decade (Patton, Coffery, Posterino, 
Carlin, & Wolfe, 2000).  
 
Calls for school solutions 
 
Prevention and early intervention of mental health disorders during the critical 
adolescent period has been called the “window of opportunity” (Martin & Cohen, 
2000). The ability of adolescents to reflect on their inner distress and the emergence 
of efficacious early interventions makes the early identification of young people 
crucial (Reinherz, Paradis, Giaconia, Stashwick, & Fitzmaurice, 2003). School, where 
adolescents spend half their waking hours, is often the place chosen for mental 
health promotion, prevention and early intervention efforts because of the ease of 
access to the adolescents (McBride, Midford, & James, 1995). Schools are 
potentially able to offer prevention and intervention that address mental health 
problems from a developmental ecological perspective (Barnes, 1998), thus enabling 
the promotion of wellbeing for the majority while preventing escalation of difficulties 
for those students already experiencing problems. Two examples of successful 
mental health promotion, prevention and early intervention programs in Australian 
secondary schools are the Gatehouse Project (Patton, Bond, Butler, & Glover, 2003) 
and MindMatters (Wyn, Cahill, Holdsworth, Rowling, & Carson, 2000). The 
Gatehouse Project (Patton et al., 2003) addresses the social context of high schools 
in order to change students’ sense of school connectedness and therefore promoting 
the social and emotional development of young people. The strategies used are 
multi-level including curriculum-based materials for all (i.e. a universal approach). 
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MindMatters (Wyn et al., 2000) is another mental health promotion program aimed at 
promoting the mental health and wellbeing of all young people in school. It is also a 
universal program emphasising the central role of teacher professional development. 
However, this program also recognises the need for specific, targeted interventions 
to address the needs of students who require additional support.  
 
Intervention concepts 
 
Prevention and early intervention initiatives can be classified as universal, selective 
and indicated programs (Munoz, Mrazek, & Haggerty, 1996). Universal programs are 
offered to all students, while selective programs work with students considered at risk 
of developing a disorder and indicated programs target students who have mild 
symptoms of a disorder. Universal programs, by including all students, avoid the 
need for any identification of participants, have the potential to be embedded in the 
regular curriculum and avoid any stigma attached to the selection of students. 
However, the major difficulty in secondary schools in implementing this strategy is 
the time required to run the programs in an already overcrowded curriculum. Another 
difficulty is that many of the early intervention programs, especially for anxiety and 
depression, are designed for small groups. Classroom groups are usually too large to 
successfully run the program. Schools, however, have a history of providing small 
group specialist programs for purposes as diverse as remediation of reading 
difficulties, teaching instrumental music to selected students or programs for gifted 
and talented students. Although there are difficulties of selection and possible 
stigmatisation in the use of both selective and indicated programs, there are many 
advantages. At present in high schools these programs can target individuals who 
are the most in need, thus utilising scarce resources effectively. The issue of stigma 
can often be overcome by the way in which the program is presented. For example, 
in one school it was explained to the adolescents that this trial could help other 
students all over Australia while in another program the young people were trained in 
anxiety prevention to assist younger children in the adjacent primary school. In 
another school, the pastoral care classes were grouped according to the majority 
need of the students and different programs were conducted. As these programs are 
the most efficient at present, there is a need to conduct an effective and efficient 
identification process for students. 
 
Multi-modal identification 
 
Effective diagnosis now relies on multi-informants and uses multi-methods 
(Kazdin & Weisz, 1998; Kraemer et al., 2003). Effective screening procedures to 
identify at risk or early detection of disorders should also be based on the notion of 
multiple operationalism (Lane, 2003). That is, students are identified in multiple 
settings (such as home, classroom and playground) by multiple informants (such as 
parents, teachers, peers and self-report) using a variety of methods (such as teacher 
nomination, rating scales, observation, self-reports; Gresham, MacMillan, & Bocian, 
1997). Teacher nominations are however, often the starting point for referral of 
students in school. 
 
Teacher identification 
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Teachers can accurately identify students at risk for future school failure (Shinn, 
Tindall, & Spira, 1987; Stevens, 1982; Wilton, Cooper, & Glynn, 1987) based on 
academic, behavioural and emotional need (Abidin & Robinson, 2002; Gottlieb, 
Gottlieb, & Trongone, 1991). However, it has been reported that they often do not 
refer these students for assistance (Cooper, Wilton, & Glynn, 1985; Shinn et al., 
1987). Internalising problems of anxiety and depression, however, are both under-
identified and under-referred by teachers (Abidin & Robinson, 2002; Gardiner, 1994; 
Green, Clopton & Pope, 1996; Pearcy, Clopton, & Pope, 1993). An interesting finding 
by Pearcy et al. (1993) was that teacher referral increased as the severity of the 
student’s externalising problems increased but decreased as the internalising 
problems of the students became more severe. Even though teachers are not very 
accurate in identifying specific mental health concerns, they are none the less, crucial 
to the success of interventions in schools. Therefore, their involvement in the 
identification process is one way to ensure ownership and collaboration in providing 
selected and indicated programs in schools. This process needs to be time efficient 
because of teachers’ work intensification (Patton, Glover, et al., 2000).  
 
Special Education Support staff identification 
 
There are many special education support staff in secondary schools who are also 
able to assist with the identification process. Guidance counsellors, learning support 
teachers, behavioural assistance teachers, youth health nurses and youth workers 
are all in positions where they are privy to information about students’ problems. 
While not breaking confidentiality, these staff are invaluable for suggesting some 
students for intervention programs. Mattison, Gadow, Sprafkin and Nolan (2002) 
found that special education teachers were able to accurately report anxious and 
depressed symptoms for their special education students using a screening 
instrument (Child Symptom Inventory -4 Teacher Edition) based on Diagnostic and 
Statisitical Manual of Mental Disorders, fourth edition, (DSM-IV) criteria, thus 
supporting the relevance of special education support staff in clinical evaluations. 
Although teacher and support staff identification has been shown to be successful in 
primary schools (Campbell, 2003) where there is one teacher per class, it has not 
been widely researched in secondary schools.  
 
Self-reports 
 
Many mental health disorders, especially anxiety and depression, are difficult to 
recognise in adolescents because of the internalising nature of the disorders. 
However, depression self-reports by adolescents have been shown to be similar to 
university and adult samples (Roberts, Andrews, Lewinsohn, & Hops, 1990) and 
have been verified by clinicians as being reasonably accurate in identifying clinical 
depression (Rey, Grayson, Mojarrad, & Walter, 2002). Similarly, adolescents have 
been found to be able to accurately report their anxiety (Brooks & Kutcher, 2003). 
While there is a plethora of self-report measures on anxiety and depression available 
for adolescents, these instruments need to be low cost and easily accessible, so that 
the school will continue to use them, while still providing adequate psychometric 
properties of reliability and validity. In addition, the measures need to be relatively 
short for students to complete in one sitting and have a low reading age so all 
students are able to understand them.  
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Therefore it would seem that a tripartite model of identification of at risk students by 
teacher referral, support staff referral and self-report screening could be most 
beneficial in identifying adolescents for a range of interventions in secondary school. 
This model was trialled in two Australian schools - one a large government urban 
high school and the other a smaller rural Catholic high school - to ascertain its 
effectiveness in identifying at-risk students for selected and indicated intervention 
programs. 
 
Methodology 
 
Participants 
 
Participants were 261 Year 9 students (139 female and 122 male) in an urban 
government school and a rural non-government school. 
 
Measures 
 
The Center for Epidemiologic Studies Depression Scale (CES-D). 
 
The CES-D is a short 20-item self-report scale developed by researchers at the 
Center for Epidemiologic studies to measure depressive symptoms in adults in the 
general population. The respondent is asked to describe feelings and behaviour in 
the past week on a 4-point scale from rarely to most or all of the time. It has been 
found to have adequate reliability and validity with adults (Radloff, 1977; Roberts, 
1980) and also with adolescents (Roberts, et al., 1990). The scale is used mainly as 
a screen for depression although there is still debate if it actually taps into 
demoralization also associated with anxiety and other psychiatric disorders (Roberts, 
1987). A suggested cut point in a study of 11 to 17-year-olds was 12 for males and 
22 for females (Garrison, Addy, Jackson, McKeown, & Waller, 1991). 
 
The Strengths and Difficulties Questionnaire (SDQ) 
 
The SDQ (Goodman, 1997) is a 25-item self-report scale which asks respondents to 
answer on the basis of how things have been for them over the last 6 months on a 3-
point response scale of not true, somewhat true and certainly true. The questionnaire 
has five scales of hyperactivity/inattention, emotional symptoms, conduct problems, 
peer relationship problems and positive prosocial behaviours. The total difficulties 
score is calculated by summing all the scores except the prosocial scale, resulting in 
a range of 0 to 40. The age range is from 11 to 16-years-old and has been shown to 
detect behavioural and emotional problems in Australian adolescents (Mathai, 
Anderson, & Bourne, 2002). The scale in parent and teacher informant format has 
been shown to have adequate reliability and validity (Goodman, 1997; Goodman & 
Scott, 1999), as has the self-report form (Goodman, Meltzer, & Bailey, 2003). A score 
of over 15 indicates problems while a score of over 20 indicates abnormality. 
 
The Rosenberg Self-Esteem Scale (SES). 
 
The SES is a 10-item scale measuring self-esteem designed for high school 
students. The items are answered on a 4-point scale from strongly agree to strongly 
disagree. Half the items are in reversed order to avoid response set. The scale is 
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summed and ranges from 0 to 30. The higher the score the higher the self worth. The 
scale has high reliability and validity (Blascovich & Tomaka, 1993). 
 
Spence Children’s Anxiety Scale (SCAS) 
 
The SCAS (Spence, 1998) is a 45-item self-report scale measuring anxiety 
symptoms. The responses are rated on a 4-point scale from never to always. 
There are six “positive filler” questions assessing social desirability and one open-
ended question. Although originally designed for children up to 12 years old, recent 
research has included adolescents (Barrett, Moore & Sonderegger, 2000; Muris, 
Merckelbach, Ollendick, King, & Bogie, 2002). The scale evaluates six specific 
anxiety disorders of separation anxiety, social phobia, panic/agoraphobia, fear of 
physical injury, obsessions/compulsions and generalised anxiety. Adequate reliability 
and validity have been demonstrated (Spence, 1997).  
 
All the questionnaires were stapled into a booklet and counterbalanced to avoid order 
effects. The booklet was labelled Answer booklet so as not to prejudice students. The 
urban school used the CES-D, the SDQ and the SES, while the rural school added 
the SCAS. Other measures such as the Psychological Sense of School Membership 
Scale and the Life Events Questionnaire were also included for other purposes. 
 
 
Procedure 
 
Written positive parental permission was obtained for all the participants as well as 
each student’s consent. The initial purpose in the two schools was slightly different. 
In the urban school all Year 9 students were investigated to ascertain what problems 
emerged and which programs would be needed. In the rural school the Year 9 
students were investigated to ascertain which students were in need of a prevention 
program for depression. In the rural school, pastoral care teachers were asked to 
nominate those students who they thought showed signs of being at risk for 
depression. In the urban school, classroom teachers from English, maths, music and 
science departments were asked to nominate any students they were concerned 
about. Support staff then met and the nominated students were grouped by problem 
area. The support staff added any other names and prioritised within the problem 
areas and then prioritised the problem areas. In the rural school no support staff were 
employed. In addition all Year 9 students, in both schools, were surveyed using the 
booklet. 
  
Students were identified for anxiety and/or depression programs by using a 
combination of high scores on the CES-D, SCAS, and the emotional scale of the 
SDQ combined with a low score on the Rosenberg and the prosocial scale of the 
SDQ.  
 
 
 
Results 
 
In the urban school from 193 Year 9 students (103 female and 90 male) there were 
54 or 28% of students identified by any means as ‘at risk’ for anxiety/depression. This 
 7
compares with 31 students or 46% (16 female and 15 male) from the rural school 
from 68 Year 9 students (36 female and 32 males) who were teacher and/or self-
identified for the anxiety/depression prevention program.  
 
In the urban school class teachers identified 20 students (13 female and 7 male) 
while in the rural school class teachers identified 15 students (3 female and 12 male) 
they believed to be at risk or showing early signs of anxiety/depression. The addition 
of the support staff referral in the urban school resulted in 33 students (20 female and 
13 male) being identified but there were only 9 students (4 female and 5 male) who 
were identified by both classroom teacher and support staff. Thus there was a total of 
44 students from the 54 identified who were staff identified. Thirty-two students (23 
female and 9 male) at the urban school self-identified through the survey while 22 
students (15 female and 7 males) were identified through the survey at the rural 
school. At the urban school there were 22 students (16 female and 6 male) who were 
nominated by teachers and also identified through the survey compared to 6 students 
(two females and 4 males) at the rural school. Staff at the urban school nominated 22 
students (13 female and 9 male) who did not self-identify while in the rural school 
teachers nominated 9 students (one female and 8 males) who did not self identify.  
Only 10 students (7 female and 3 male) self-identified in the urban school without a 
teacher referral while 16 students (11 females and 5 males) self identified without 
teacher referral in the rural school.   
 
                                  INSERT TABLE 1 ABOUT HERE 
______________________________________________________________ 
 
 
 
 
 
Discussion 
 
The results supported the effectiveness of the process that used both teacher referral 
and student self-report to identify students in Year 9 who were “at-risk” or showed 
mild symptoms of anxiety and depression. In the larger urban school 28% of students 
were identified by any process, while in the smaller rural school, 46% of students 
were identified. Classroom teachers identified 37% of all the identified students in the 
urban school with 48% in the rural school. Teacher identification in the rural school 
was slightly higher as the participating teachers were pastoral care teachers who 
probably knew the students a little more than curriculum subject teachers. In addition, 
the rural school’s student population is not as mobile as the urban school’s allowing 
for more opportunity to know the students. However, only 19% of all identified 
students in the urban school were not recognised by either teacher or support staff 
and self identified, whereas 51% of all identified students in the rural school were not 
identified by staff but only by the survey. This shows both the importance of 
screening for self-report for anxiety and depression as well as the contribution of 
support staff to the identification process with teachers. 
 
A similar process of teacher and support staff identification of at-risk students has 
been shown to be successful in the primary school (Campbell, 2003) and this is the 
first time it has been used in secondary schools. Teacher referral in this one-day 
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process seemed as prolific as in the primary school with behavioural and learning 
problems dominating the types of problems teachers identified in Year 9 students. 
Although it has been suggested that school staff are poor at identifying students with 
internalising problems (Abidin & Robinson, 2002; Conoley & Conoley, 1991) the staff 
at the two schools in this study seemed to be quite aware that these problems do 
exist and were somewhat accurate in identifying individual students with early signs 
of an internalising disorder. The benefits of including teachers in the process were 
demonstrated not only in the identification of the students but also in the building of 
teamwork among the year level teachers. This was also evident in the support staff 
team who previously had not worked together as closely and discovered some 
students who were seeing two or three different support staff.  
 
The importance of screening measures was also demonstrated in this study.  Over 
half of the rural students would not have been identified without this screening. It is 
very important with internalising disorders to consider adolescents’ self-report even 
though there can still be problems with under-identification by anxious adolescents 
who ‘fake good’ (Kendall, 1992). The ready availability of the measures (all can be 
accessed via the Internet), their low cost (photocopying costs only), as well as being 
psychometrically sound, all contribute to the sustainability of their use in schools.  
 
The prevalence of 28% and 46% of students in Year 9 with anxious/depressed 
symptoms seems comparable to other studies (Patton, Coffey, et al., 2000; Roberts 
et al., 1990). In one study using self-report with Year 9 students in Melbourne 
(Patton, Coffey, et al., 2000), 30% of students fulfilled criteria for a depressive 
episode, plus one in five who did not meet criteria still reported depressed mood. 
Roberts et al. (1990) found up to 50% of adolescents reported high levels of 
depressive symptomatology. The urban school might have therefore underestimated 
the prevalence of students who were showing mild symptoms. It is interesting to note 
that even the self identification of the students was of a similar ratio between the 
urban and the rural school (17 % of urban students and 32% of rural students). There 
were also interesting gender prevalence differences between the two schools. It is 
widely established that the ratio of female to male students who are affected by 
depression is 2:1 ( Hazler & Mellin, 2004; Mueller & Orvaschel, 1997). This ratio 
seemed to hold for the urban school where overall there were 36 (66%) females 
identified. This ratio was also similar for students identified by staff (29 females, 66%) 
and by survey (23 females, 72%). In contrast the rural school identified 16 females 
overall (52%) with teacher identification of 5 (33%). However, the survey 
identification of 15 (68%) was more in line with other research. It is unclear why 
teachers identified more males than females in the rural school. There are few 
studies which examine anxiety and depression in rural youth (Burns et al., 2004; 
Stewart & McKenry, 1994). Both these studies did not compare urban youth. There 
were no studies found of comparisons of depression and anxiety rates between 
Australian urban and rural students. 
 
The timing of the various components of the identification process was important. For 
best results teacher referral at the end of the school year when the students were 
known to teachers seemed ideal and this was the time chosen by the urban high 
school when the students were in Year 8. The support staff also knew the cohort of 
students best at this time. However, this school experiences a high degree of student 
mobility and so consequently the surveys were conducted at the beginning of year 9. 
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The rural school on the other hand, did both the teacher identification and the survey 
when the students were in the beginning of year 9. 
 
This study is limited because there were no exact cut points used for all the 
measures as well as no corroborating evidence to ensure accurate diagnosis. 
However, as the process was meant to identify at-risk students or those who were 
displaying subclinical symptoms this is less of a problem than identification of clinical 
cases. In addition, there were only two schools in the sample which limits the 
generalisability of the results. 
 
In conclusion because of the lack of agreement between teacher referral, support 
staff identification and student self-identification in the assessment of students 
displaying mild symptoms of anxiety and depression, it is important to consider all 
three sources of information. Not only is this process beneficial in identifying students 
for prevention and early intervention for these disorders, it also promotes team 
building amongst staff. The importance of including special education support staff 
who often know a student’s emotional state, as well as screening by asking the 
students themselves as well as teachers, cannot be underestimated. 
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Table 1. Number of students identified in the urban and rural high schools 
 
 Urban High School Rural High School 
 
 Year 9 Students 
 
193 (103F, 90M)     68 (36F, 32M) 
 Identified for 
anxiety/depression 
  54 (36F, 18M)     31 (16F, 15M) 
Identified by staff: 
          Teacher 
          Support 
          Both 
         Total 
 
 
  20 (13F, 7M) 
  33 (20F, 13M) 
    9 (4F, 5M) 
  44 (29F, 15M) 
 
    15 (5F, 10M) 
      - 
      - 
      - 
 Identified by survey 
 
 32 (23F, 9M)    22 (15F, 7M) 
Identified by both 
staff and survey  
 22 (16F, 6M)      6 (4F, 2M) 
Identified by staff 
only 
 22 (13F, 9M)      9 (1F, 8M) 
Identified by survey 
only 
 10 (7F, 3M)    16 (11F, 5M) 
 
 
 
